S J Talks et al on visual acuity and pupillary reactions after peribulbar anaesthesia.' Our own experience backs up their figures. We prospectively followed a comparable sample of 50 peribulbar anaesthetics on patients undergoing uncomplicated cataract surgery.
Our anaesthetic technique was similar except that the medial injection of 3-4 ml was only used if complete or near complete akinesia was not attained after 5 minutes. This second injection was necessary in 42% of our cases.
Amaurosis (inability to perceive an operating light shone directly at the eye) was noted in 22% of our cases. This agrees with the 25% of the reported study. Likewise we attained 100% complete analgesia with near or total akinesia.
The reported study achieved complete ptosis in all cases. We used less anaesthetic and required a Van Lindt block in 12% of cases. The Van Lindt block was used with equal frequency whether one or two peribulbar injections were required.
We found that the inferolateral peribulbar approach provides an effective local anaesthetic for uncomplicated cataract surgery. We concur with the need to warn those patients who are not patched postoperatively that their vision may be impaired for some hours, but that it will recover by the next day.
Our experience and the study show peribulbar anaesthesia affecting optic nerve function that suggests some retrobulbar spread of anaesthetic. In some ofour cases amaurosis was noted very soon after the injection. It is possible that an inadvertent retrobulbar injection had been performed. This area is within reach of a 25 mm needle if a subconjunctival approach is used. In the study it is possible that some of the amaurosis achieved was due to such an injection. We will be performing further work employing a 15 mm needle to test this hypothesis. Reply EDITOR,-Scott et al report a similar experience with peribulbar anaesthesia to ours, in that about a quarter of patients developed no perception of light following injection of local anaesthetic solution.' Our technique differs however, in that we routinely give two injections, 5 ml in the inferolateral quadrant and 5 ml medial to the caruncle, using a modified method to that described by Hamilton et al.2 We deliberately give a relatively large volume of local anaesthetic solution because in our experience it works quickly with good analgesia and akinesia, without the need for further 'top-up' injections. In addition, by angulating the last part of the inferolateral injection laterally and superficially under the conjunctiva, a good facial block is obtained without resort to an injection through the skin, which can be rather painful and associated with bruising in elderly patients.
We have also noticed that some patients report an almost immediate loss of vision following the peribulbar injections, and it is possible as Scott et al postulate that the injection has been given intraconally, as an unintentional retrobulbar injection. However 
